Abstract
A case of epithelial myoepithelial tumour originating from the tracheal gland in a 57 year old woman is described. The tumour was removed by segmental tracheal resection and end-to-end anastomosis. Histologically, the tumour comprised clear cells and presented a monophasic pattern. Immunohistochemical analysis showed that the tumour cells were positive for both S-100 protein and smooth muscle actin, suggesting that this tumour resembles a subtype of epithelial-myoepithelial carcinoma described in the 1990 WHO international classification of salivary glands.
Although some reports describe a clear cell dominant epithelial myoepithelial carcinoma, in this case local invasiveness or regional lymphnode metastasis was not proved through investigation. It is therefore concluded that this was an epithelial myoepithelial tumour rather than a carcinoma.
(9 Clin Pathol 1993;46:185-187) Among the cases difficult to classify histologically, the rare case presented here, that of a tracheal tumour, is thought to be a clear cell dominant epithelial myoepithelial tumour. (fig 1) . A computed tomogram of the trachea indicated a clearly demarcated mass in the mid-trachea. Bronchofibroscopy showed the presence of polypoid tumour growing from the right side of the tracheal wall.
Surgery was performed in August 1988. The trachea was mobilised from the neck to the carina, sleeve resection comprising five tracheal rings (third to seventh tracheal cartilages) was performed, and an end-to-end anastomosis was accomplished. Additional regional lymph node dissection was done. A tiny, hard thyroid nodule in the right lower pole of the thyroid was found. This was also The tumour arose from the submucosal tracheal gland, but its main body protruded into the tracheal lumen. It had not infiltrated into the tracheal cartilage (fig 2) . The luminal surface of the tumour was covered by respiratory epithelium and partly metaplastic squamous epithelium. The tumour consisted of cords and sheets of uniform epithelial cells. Mitosis was rare. Tumour cells were uniform and had an oval nucleus and clear cytoplasm with little atypia. There was scant interstitial tissue among the tumour nests and there was little presence of organoid structure (fig 3) . Evidence of previous bleeding and scar tissue was visible in the tumour.
Immunohistochemical staining showed that some tumour cells stained for S-100 protein (fig 3; inset) , and that most of the tumour cells were stained for smooth muscle actin.
Excised thyroid nodule was microscopically diagnosed as papillary carcinoma.
Discussion
Tumours of the trachea and large bronchi are classified according to the WHO Histological Typing of Lung Tumours.4 However, there are a few cases in which this is not readily applicable.
In our case, tumour cells were histologically uniformly round and had clear cytoplasm.
They did not create an organoid structure and the tumour had scant connective stroma. The nuclei of the tumour cells were single with evenly dispersed chromatin. Mitosis was rare. The histological findings seemed to be identical with the monomorphic adenoma of the trachea of the WHO classification. However, immunohistochemical examination indicated that the tumour cells featured S-100 protein and smooth muscle actin, suggesting that the origin of this tumour was the myoepithelial cells of the tracheal gland.
In 1972 Donath and coworkers described eight cases of a clear cell neoplasm of salivary gland origin,' which they termed epithelial Epithelial Though our case had a monophasic structure, its cellular characteristics and immunohistochemical findings indicated that this was compatible with epithelial myoepithelial carcinoma. However, there was no local infiltration nor regional lymph node metastasis, and recurrence has not been detected for four years. Considering these points, we concluded that this tumour is an epithelial myoepithelial tumour rather than carcinoma.
As a final note, the papillary carcinoma of the thyroid found in this patient was thought to be a chance occurrence. 
